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APPLICATION FOR SINGLE GROUP LICENSE 
 
Application is made for a single group license in accordance with A.R.S. § 36-422(F) or (G). An accredited hospital 
may include designated accredited facilities of the hospital  which are located separately from the main hospital 
building if the accrediting body standards for all the facilities meet or exceed Department licensure requirements. If 
the designated accredited facilities are located farther than one-half mile from the main hospital building, the 
Department shall issue a single group license to the accredited hospital and not more than five of its designated 
facilities. In addition to accrediting body standards, each facility included under a single group license is subject to 
the Department’s licensure requirements that are applicable to that category of facility. 
 
Hospital Name____________________________________________________ 
 
Name of Accredited Facility___________________________________________________________________ 

Administrator’s Name_________________________________________________________________________ 

Street Address_______________________________________________________________________________ 

City, State, Zip_______________________________________________________________________________ 

Telephone Number__________________ Days and Hours of Operation_________________________________ 

 

Name of Accredited Facility__________________________________________________________________ 

Administrator’s Name________________________________________________________________________ 

Street Address_______________________________________________________________________________ 

City, State, Zip_______________________________________________________________________________ 

Telephone Number__________________ Days and Hours of Operation__________________________________ 

 

Name of Accredited Facility___________________________________________________________________ 

Administrator’s Name_________________________________________________________________________ 

Street Address_______________________________________________________________________________ 

City, State, Zip_______________________________________________________________________________ 

Telephone Number__________________ Days and Hours of Operation__________________________________ 
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